South Asia has reduced neonatal mortality since 1990, when more than 2 million newborn babies died in the fi rst 28 days of life every year. By 2015 this number had halved. 3 Although progress has been impressive, neonatal mortality in south Asia is among the highest in the world, and considerable acceleration is needed to achieve the sustainable development goal (SDG) target of at least as low as 12 deaths per 1000 livebirths by 2030.
The fi gure shows the projected progress based on current trends and the progress required to achieve the SDG target. Acceleration in progress is clearly needed to address the wide disparity between the direction the region is headed to and the SDG target.
Specifi c countries in south Asia face steep challenges. In Pakistan, the current annual rate of reduction in neonatal mortality is 1·9%. This rate needs to increase to 8·9% to meet the SDG target. Similarly, Afghanistan needs to increase the rate of reduction from 1·6% to 7·2% to align with global eff orts. Although India has made solid progress, needing to move from 3·2% to 5·6%, the challenge is still high given the extensive population size. 4 The leading causes of newborn deaths are preterm birth complications, intrapartum complications (including asphyxia), and infections. The evidencebased interventions for reducing neonatal mortality are well known. Yet uptake of simple interventions, such as kangaroo mother care, are not widespread because of factors such as professional resistance, lack of priority for low-birthweight care, and cultural and social norms. 5 Other interventions for newborn babies including administration of antenatal corticosteroids for the management of mothers at risk of preterm birth, neonatal resuscitation, and special care for very small and sick babies, have similarly not achieved coverage at scale. 6 Provision of high-quality emergency obstetric care is critical for saving lives. It is, however, still a major challenge-bottlenecks in the health system include problems with health fi nancing and skilled health-care workforce within many countries. 6 Skilled birth attendance and institutional delivery are closely related to newborn survival. However, the proportions of deliveries with skilled birth attendance are less than 50% in Afghanistan and Bangladesh, with proportions between 50% and 60% in India, Nepal, and Pakistan. Inequities are also commonplace. Skilled birth attendance in the wealthiest quintiles are three-to-four times higher than those of the poorest quintiles. 7 Progress on early initiation of breastfeeding, an eff ective intervention to reduce neonatal mortality, is limited. There is a clear disparity between institutional deliveries and breastfeeding initiated within 1 h of birth in some countries. 7 This disparity is enigmatic, and more needs to be done to make sure that women who come to the right place for birth receive the care and attention they deserve.
The provision of obstetric and newborn services requires skilled staff across the whole population. The number of health-care professionals per 10 000 population is eight in Afghanistan, seven in Nepal, six in Bangladesh, 12 in Bhutan, and 14 in Pakistan. 8 WHO recommends 23 per 10 000 population to achieve adequate coverage of skilled health personnel at delivery. 9 Shortages of skilled health-care workers arise from many factors, including underinvestment in institutions, training and recruitment, and poor incentives for health-care workers.
Among the eight south Asian countries, all, with the exception of Bhutan and the Maldives, have high out-of-pocket expenditures. 10 Paying for health-care deters families from seeking care and depletes poor households of already scarce resources.
High-quality administrative datasets are essential for public health decision making and resource allocation, and form a basis of accountability for governments' commitments to their citizens. The ENAP has identifi ed ten core indicators and ten additional indicators to determine whether targets have been met. Integrating new indicators into already weak data systems is problematic, and countries should consider establishing independent data validation bodies. The absence of reliable vital registration data-neonatal mortality rate is based on household survey data or statistical models in most of south Asia-leads to a lack of information needed for targeted and timely responses.
The momentum generated by the ENAP 2 years ago, and other recent global initiatives, needs to continue in the SDG period to drastically reduce neonatal mortality. Solutions are generally neither complex nor expensive. A high degree of organisational readiness using a health system strengthening approach with a specifi c emphasis on building human resources for health is needed to deliver better outcomes for newborn babies and their mothers. Although investment including child health subaccounts is crucial, there are many quick wins through improving quality of simple interventions, such as early initiation of breastfeeding for babies born in facilities when skilled birth attendants are already on hand. Monitoring change over time with the right indicators and associated targeted performance improvement measures are steps that will help to reduce neonatal mortality in south Asia. We declare no competing interests. The opinions expressed in this paper are solely those of the authors and do not necessarily represent the views or policies of UNICEF.
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